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March 2011628 NaylorDr Capoccia. We performed all with general anesthesia in
those patients. Our cerebral activity monitoring was by transcranial
Doppler whenever possible, and NIRS monitoring in all patients.
Dr Richard Cambria (Boston, Mass). This is a clinical decision-
making issue that is a common problem for vascular surgeons. You
reported on 62 patients that you treated, and I think most of us
would agree that many of the patients that you excluded are
patients that we would not operate on urgently. Can you tell us the
content of the whole series, in other words, how many exclusions
did you have in your cohort?
Dr Capoccia. I don’t remember the exact number, but the
whole cohort was around 110. They were all patients admitted
with a neurologic event and an ipsilateral carotid stenosis of50%.
So I can say about half of the patients admitted with a carotid-
related stroke could be submitted to urgent CEA.
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intervention in Europe. Previously, we were taught that the 7-day
risk of stroke after TIA was 2%. However, contemporary studies
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5Dr Wilhelm Sandmann (Düsseldorf, Germany). Thank you
or your paper. It shows the persistence of Paolo Fiorani, who
lways stated that urgent endarterectomy is possible. But can you
ell us howmany occlusions you have found at the time of surgery?
ecause sometimes if it is an urgent case, you go ahead maybe also
ithout imaging, and when you open the carotid artery up it is
lready occluded. Did this happen in your series also?
Dr Capoccia. We treated patients with recently occluded
arotid artery, but they were not analyzed in this series. We
xcluded from this analysis patients presenting with thrombus in
he carotid artery or occlusion, because, of course, they were
nstable patients in our experience. Indeed, they were all patients
ith a patent carotid artery on admission and an occluded one in
he operating room, so all of them presented unstable or fluctuat-
ng symptoms and were excluded from the present analysis.INVITED COMMENTARYA. Ross Naylor, MD, FRCS, Leicester, United Kingd
This article will polarize opinion, depending on whether one
believes that symptomatic patients should be treated as emergen-
cies. Consequently, and notwithstanding the excellent results by
Capoccia et al, some surgeons will remain concerned that the small
numbers (12 patients per annum) mean that this series is too
selective to permit meaningful interpretation, given that others
have reported significant increases in procedural risks where ca-
rotid endarterectomy (CEA) was performed more urgently.1 In
the currently litigious era, is it any wonder that some surgeons
might encourage delays to minimize the procedural risk? By con-
trast, those aware of the very high natural history risk of stroke in
the first 72 hours after a transient ischemic attack (TIA) or minor
stroke will be pleased that evidence is now emerging that CEA can
be performed with relatively low risks in selected patients within
the hyperacute period.
So how should these data be interpreted? Tome, the first issue
is the definition of procedural stroke. I remain uncertain why
stroke was defined as being a deterioration of 4 points on the
National Institutes of Health Stroke Scale (NIHSS) score. In the
study by Capoccia et al, three patients increased their postoperative
NIHSS score by 2 or 3. In many units, these would be classified as
minor strokes leading to a death/stroke rate of 6.5% as opposed to
the 1.6% cited. But is a 6.5% risk too high? To this observer, the
answer is “no,” and this is crucial to changing attitudes about
whether early intervention increases the procedural risk to the
extent that it might negate any long-term benefit. Paradoxically,
meta-analyses suggest that the surgeon who operates early with a
10% risk may still prevent more strokes than the surgeon who waits
4 weeks and then operates with a 0% risk.2
The second issue is to explain the drive toward emergencyuggest that this value may be nearer 10%,3 while others have
eported that almost half of all strokes occurring 7 days do so
ithin the first 24 hours.4 Of concern to the vascular surgeon
hould be a recent Canadian study which showed that TIA patients
ith a 50% to 99% stenosis faced a 17% risk of recurrent stroke at 72
ours, 22% at 7 days, and 25% at 14 days.5 Those who retort that
hey never see such a high a rate of recurrent stroke on their CEA
aiting lists should be aware that most of these strokes will have
ccurred long before they ever had a chance to see the patient in
he first place!
For too long, TIA has been the poor relation of heart disease,
nd the time has now come for it to be treated on par with acute
yocardial infarction. However, this will require guideline makers
o recognize that surgeons who delay interventions so they can
ffer the lowest procedural risk may look good in league tables
ithout conferring much benefit to their patients!
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